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Surveyor: 41895

A COVID-19 Focused Infection Control Survey
was conducted by the South Dakota Department
of Health Licensure and Certification Office on
2/17/21. Medicine Wheel Village was found not in
compliance with 42 CFR Part 483.25 quality of
care and 42 CFR Part 483.80 infection control
regulations: F880.

Medicine Wheel Village was found in compliance
with 42 CFR Part 483.10 resident rights
reguiations and 42 CFR Part 483.80 infection
control regulations: F550, F562, F563, F583,
F882, F883, F885, and F886.

Medicine Wheel Village was found in compliance
with 42 CFR Part 483.73 related to E-0024(b)(8).

Total residents: 21
F 880 Infection Prevention & Control F 880
SS=E CFR(s): 483.80(a)(1}(2)(4)(e)(f)

§483.80 Infection Control

The facility must establish and maintain an
infection prevention and control program
designed to provide a safe, sanitary and
comfortable environment and to help prevent the
development and transmission of communicable
diseases and infections.

§483.80(a) Infection prevention and control
program.

The facility must establish an infection prevention
and control program (IPCP) that must include, at
a minimum, the following elements:

|
§483.80(a)(1) A system for preventing, identifying, |
|
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reporting, investigating, and controlling infections
and communicable diseases for all residents,
staff, volunteers, visitors, and other individuals
providing services under a contractual
arrangement based upon the facility assessment
conducted according to §483.70(e) and following
accepted national standards;

§483.80(a)(2) Written standards, policies, and
procedures for the program, which must include,
but are not limited to:

(i) A system of surveillance designed to identify
possible communicable diseases or

infections before they can spread to other
persons in the facility;

(i) When and to whom possible incidents of
communicable disease or infections should be
reported;

(iii) Standard and transmission-based precautions
to be followed to prevent spread of infections;
(iv)When and how isolation should be used for a
resident; including but not limited to:

(A) The type and duration of the isolation,
depending upon the infectious agent or organism
involved, and

(B) A requirement that the isolation should be the
least restrictive possible for the resident under the
circumstances.

{v) The circumstances under which the facility
must prohibit employees with a communicable
disease or infected skin lesions from direct
contact with residents or their food, if direct
contact will transmit the disease; and

(vi)The hand hygiene procedures to be followed
by staff involved in direct resident contact.

§483.80(a)(4) A system for recording incidents
identified under the facility's IPCP and the

F 880
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corrective actions taken by the facility.

§483.80(e) Linens.

Personnel must handle, store, process, and
transport linens so as to prevent the spread of
infection.

§483.80(f) Annual review.

The facility will conduct an annual review of its
IPCP and update their program, as necessary.
This REQUIREMENT is not met as evidenced
by:

Surveyor: 41895

Based on observation, interview, record review,
and policy review, the provider failed to ensure
appropriate infection control practices and
protocols were followed for:

*Disinfecting reusable medical equipment by one
of one certified nursing assistant (CNA) (B).
*Performing appropriate hand hygiene by one of
one CNA (B) while passing ice water.

Findings include:

1. Observation on 2/17/21 at 10:30 a.m. of CNAB
taking resident 1's temperature revealed she:
*Entered the room with a thermometer and took
resident's temperature.

*Exited the room and put the thermometer away
without disinfecting it or performing hand hygiene.

Interview on 2/17/21 at 10:45 a.m. with CNA B
regarding the above observation revealed:
*The thermometer she had used was not
dedicated to resident 1 and would be used on
other residents.

*She agreed she should have disinfected the
thermometer after she used it.

*She agreed she should have performed hand
hygiene when exiting the room.
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Time cannot be turned back to certified nurse

aide (CNA) B completing tasks of taking

resident 1's temperature and not disinfecting

the multiple resident use thermometer nor

passing fresh drinking water and not

completing hand hygiene between resident

rooms. Director of Nurses and Administrator provided
reeducation on 3/4/2021 by Director

of Nursing and Administrator on 3/11/2021.

3/19/2021 DA 3/13/2021

Medicine Wheel Village in consultation

with Medical Director reviewed policies

to reflect appropriate disinfection between
residents of multiple resident use thermometer
and appropriate hand hygiene

between rooms when passing fresh drinking
water, including emptying and disposal of
used cups on 3/11/2021.

3/19/2021 DA 3/13/2021

All staff who are responsible for resident cares
of obtaining temperature and or

providing fresh drinking water will be
educated/reeducated by 3/13/2021 by
Administrator and DON.

3/19/2021 DA

3/13/2021
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upon exiting a residents room.

2. Observation on 2/17/21 at 10:35 a.m. of CNAB
passing ice water revealed she:

*Had entered and exited ten residents' rooms to
give them fresh ice water and remove the old ice
water cups.

-Had set the old ice water cups she had removed
from the rooms next to the clean cups on the cart.
*Had touched multiple surfaces in resident's
rooms.

*Removed a marker from her uniform top pocket
and put it back three times.

*Had only performed hand hygiene one time while
passing ice water.

Interview on 2/17/21 at 10:45 a.m. with CNAB
regarding the above observation revealed she:
*Agreed the old ice water cups may have been
contaminated and should not have been put with
the new ice water cups.

*Had stated she could have emptied the old ice
water cups in the resident's room and put them in
the garbage can.

*Agreed she should have performed hand
hygiene when entering and exiting a resident's
room and when touching other surfaces.

Interview on 2/17/21 at 2:15 p.m. with DON A
regarding the above observation and interview
with CNA B revealed she:

*Agreed CNA B had missed several opportunities
to perform hand hygiene.
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Intervnew. on 2/17/21 at 2:15 p.m. with DON A All residents have the potential to be affected.
revealed: All facitity staff completing their assigned
*The thermometer was to be disinfected after tasks have potential to be affected. Policy
use. education/reeducation about obtaining
*CNA B should have performed hand hygiene temperature or providing fresh drinking |
water will be provided by 3/13/2021 by 3/13/2021

Administrator and or DON. |
3/19/2021 DA

Root Cause Analysis of tasks not

completed according to Core preventative infection
control guidelines for not disinfecting the multiple
resident use thermometer nor passing fresh drinking
water and completing hand hygiene between
resident rooms revealed the employee was aware
of infection control guidelines. Feelings of anxiety
and fear of COVID 19 Pandemic have resulted in
this employee to feel overwhelmed with potential for
all employees to be effected ,resulting in break in I
core infection confrol guidelines being followed
which effects all residents.. MWV department
heads have developed a rewarding Health Care
employees daily campaign. Education/reeducation
with emotional support provided during monitoring
of employee job performance for all employees.
Administrator , Director of Nurses and MDS
Coordinator will attend Rising Hope educational
conference to learn techniques to assist staff with
Mental Health well being on 4/23/2021 for further
emotional support for employees to promote a
supportive work area for Quality of Care and
Quality of Life for all employees and residents .

3/19/2021 DA
3/13/2021

Administrator and DON will ensure all facility
staff are educated and aware of the facility
policy and pracedures about appropriate
disinfection of multiple resident use
(thermometer) equipment and appropriate
hand hygiene as well as emptying and
disposal of used cups when passing fresh
drinking water.

3/19/2021 DA

3/13/2021
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*Thought the CNAs emptied the old ice water
cups and disposed of them in the resident's
rooms.
3. Review of CNA B's training records revealed: Administrator contacted South Dakota Quality
*Her Relias training's included: Improvement Organization (QIN) on 3/4/2021
-Infection control essentials on 4/16/20. and discussed education/reeducation for
-Handwashing on 4/16/20 and on 10/31/20. infection control practices and auditing, 311312021
-Basics of hand hygiene on 11/8/20. gr/a:%k/nzngz\gwgi erformance tracking tools.
*She had attended the provider's hand washing
inservice on 10/23/20.
4. Review of the provider's revised March 2020
Standard Precautions policy revealed: Administrator and or DON will conduct
*"Hand hygiene is performed with ABHR at a minimum 3 times per week , for 4
[alcohol-based hand rub] or soap and water: weeks a review of staff performing
-(1) before and after contact with resident; dhpibpilate dIMECOE! Saipment
( . ) ! and appropriate hand hygiene for the
-(2) before performing an aseptic task; assigned task. After 4 weeks of
-(3) after contact with items in the resident's successful monitoring, then will
room; and monitor 1 time per month for 3
-(4) after removing PPE[personal protective months. Monitoring results will be
equipment].” reported by Administrator or DON to
*"q P : . . the QAPI committee as determined by
Reusable equipment is not used for the care of the committee and medical director. 3/13/2021

more than one resident until it has been
appropriately cleaned and reprocessed.”

3/19/2021 DA
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